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Introduction and Background

The United States Surgeon Generd, David
Satcher, has declared suicide a serious public
hedlth concern and hasissued acdl to action for
each gate to implement strategies to prevent
suicide (1999, U.S. Public Hedlth Service). At the
request of the 1999 Minnesota L egidature (Ch.
245, Article 1, Section 3), the Minnesota
Department of Health (MDH) has been convening
and consulting with alarge group of stakeholdersto
develop asuicide prevention plan for the Sate of
Minnesota.

MDH has aresponsihility to provide both
leadership and technicd assstance on mentd hedth
promotion to Minnesota s communities, and has
recognized suicide as aleading public hedth issue,
promoted as such in Hedlthy Minnesotans. Public
Hedlth Improvement Goals 2004. Hedthy
Minnesotans was devel oped with the 49
Community Hedlth Boards and 26 statewide
organizations comprising the Minnesota Hedlth
Improvement Partnership (MHIP). The document
promotes a common public hedth agenda and
includes hedlth promotion Strategies, including
suicide prevention, requiring the engagement of
diverse segments of the community. (1998, MDH)

Chargeto the Group

For thefirgt time in state history, a the request of
MDH, more than 120 Minnesotans representing a
broad range of consgtituencies have joined together
to work toward the common god of suicide
prevention. The charge to this ad hoc advisory
group isto consult with MDH on a study of suicide
and to advise on the development of asuicide
prevention plan. The group is comprised of
representatives from community heglth, human
services, mental hedth professonds, schools,
hedlth plans, advocates, suicide survivors (those
who have logt aloved oneto suicide), and others.
Names and affiliations are included in Part I11.

History

In October 1998, at the request of the U.S.
Centers for Disease Control, MDH staff
participated in a nationd suicide prevention
conference in Reno, Nevada. The Hedthy
Minnesotans suicide prevention strategies were
reviewed in the conference and helped to inform
the resulting Surgeon Generd’s Cdll to Action to
Prevent Suicide. In addition to MDH,
representatives from Minnesota included the
Minnesota Department of Human Services,
Hennepin County Community Hedlth, the SA/VE
(Suicide Awareness/VVoices of Education)
organization, and others. This Minnesota
delegation joined with nationd researchers,
clinicians, policy makers, advocates, and suicide
survivors to examine what is known and not known
about suicide and developed the set of nationd
recommendations to prevent suicide presented in
the Surgeon Generals report. These
recommendations serve as the framework for
Minnesotd s suicide prevention planning process.

Process

Beginning in August 1999, MDH convened bi-
weekly asmadl planning group, including those who
participated in the Reno conference. On October
25, 1999, in an effort to involve a broad
representation of stakeholdersin the planning
process, the Commissioner of Hedlth hosted a day-
long working symposium of over 60 participants.
Symposium participants, as well as those who
provided input via smal group meetings with MDH
daff, telgphone consultations, and written comment,
have subsequently been invited to monthly

mestings facilitated by MDH staff. Contributorsto
this process have developed a set of 28 strategies,
included in Part 11 of this report, to recommend to
the Commissioner of Hedlth to consder in
deveoping the suicide prevention plan. MDH will
continue to convene monthly mestings through June
2000, asthe plan isimplemented.




Overview

Current Status:
The Minnesota Face of Suicide

The recently released Surgeon General’ s Report on
Menta Hedlth sates that twenty-two percent of
Americans have a"diagnosable mentd disorder”
but nearly two-thirds of them never seek care. The
top two reasons cited in the report for not seeking
care are concern about the stigma associated with
mental disorders and lack of access (1999, U.S.
Public Hedlth Service).

This report reflects the “ Minnesota face of suicide.”
Suicidal behaviors range from ideation and
attempted suicide to sdf-inflicted death. In
Minnesota, from 1993-1997:

C suicide ranks as the second leading cause
of death among ten- to 34-year-olds,

C suicide is the eighth leading cause of desth
for dl ages combined (Nationaly, suicide
aso ranks as the eighth leading cause of
death);

C three times as many Minnesotans died of
suicide than from homicide; and

C in the 15-24 age group, three-and-a-half
times more young Minnesotans died of
suicide than from cancer. (1999, MDH)

The Minnesota data show that suicideis more

prevaent in some groups than in others

C mal es comprise gpproximately 80 percent
of dl suicide degths,

C suicide is the second leading cause of degath
for young maesin dl racid and ethnic
groups,

C the suicide rate for American Indiansis
conggtently higher than for any other racia
and ethnic group; and

C Minnesotans 65 years of age and older
have the highest suicide rate of dl age
groups. (1999, MDH)

The three leading methods of suicidein
Minnesota, and nationdly, are firearms,
suffocation and poisoning (1999, MDH).

While data on suicide attempts are scarce,

preliminary data (likely to be undercounts) from the

Twin Cities seven-county area gppear to indicate:

C among fema es age ten through 39,
sf-inflicted poisoning isthe leading
cause of hospitdized injury;

C sf-inflicted poisoning is the second
leading cause of hospitaized injury
overdl; and

C sf-inflicted cutting/piercing is the third
leading cause of hospitdized injury among
ten- through 14-year-olds. (1999, MDH
& The Minnesota Hospitd and Hedlthcare
Partnership)

Commissioner’s Recommendations and
Action Plan

Prevent a Public Health Problem
with a Public Health Approach

Suicide resultsin the tragic loss of human life as
well as agonizing grief, fear, and confuson in
families and communities. It extendsitsreach
across multiple generations of families,
communities, and sysems. While suicide may not
be prevented through a single gpproach, it isidedly
suited to a community-based, public health
approach. As evidenced in the recommended
drategiesin Part 11 of this report, Minnesota
stakehol ders have made a commitment to work
together to cast an ever-widening net to save
community members from taking their own lives

While suicide involves multiple individud,, socid,
and environmental components, it israrely random
or inevitable. Minnesotans can take measures




to prevent community membersfrom
attempting to kill themselves or from taking
their own lives. Many traditiona prevention
gpproaches target those who are exhibiting suicida
behaviors. Thisand the Surgeon Generd’s suicide
prevention report highlight the need for approaches
designed to promote the welfare of an entire
population. These indlude identifying high risk
populations, reducing risks, and building on
grengthsin individuas and communities,
approaches commonly utilized by MDH to promote
hedthy communities.

Based on public hedth principles, mental hedth

promotion drategies.

C raseavareness,

C reduce stigma associated with mental and
substance abuse disorders, suicidal thoughts,
and seeking help; and,

C fadilitate ease of accessto, and availability of,
menta hedth care.

Suicida behaviors should be studied in-depth using
the same epidemiologica principles that inform our
understanding and approach to other hedth
problems. Such ongoing study, with rigorous
evauation of multi-component prevention efforts,
will help identify effective preventive Srategies.
This integrated public health approach has
contributed to a greater than 40 percent reduction
in suicides in the United States Air Force (1999,
U.S. Public Hedlth Service; 1999, Centers for
Disease Control).

The benefits of saved lives are immeasurable,
including the socid and emotiond well-being of
families and communities. Other benefitsincdude
not only savingsin medica costs of suicide
attempts, but also savings associated with the
impact of untrested menta illness and brain disease
in avarigty of settings and systemsincluding:

C hedth care,

C socid services,

C education,

G employment,

C law enforcement, and

C corrections.

By determining these actud costs, MDH and its
partners can inform efforts to balance the dlocation
of efforts and resources between intervention needs
with prevention needs.

The 28 recommended Minnesota suicide
prevention grategies, in Part 11 of thisreport,
represent the thorough and thoughtful work of a
committed group of Minnesotans. These drategies
will serve to guide MDH in providing leadership
and technicd assstance on menta hedlth promation
to Minnesotal s communities. However, support
and efforts from multiple partners are needed to
provide for atruly comprehensive approach to
suicide prevention. The following action plan
reflects the capacities of MDH and its partnersto
work together to reduce suicide as aleading cause
of deeth among so many Minnesotans.

Minnesota Department of Health
2000 Action Plan

Utilizing a population focus to maximize reach and
to engage multiple stakeholders, the Minnesota
Department of Hedlth is committed to addressing
suicide as asgnificant public hedth problem in
Minnesota through the following activities

¢ Suicide prevention reflects, and will be
promoted through, the priorities set forth in two
of the department’ s new Strategic Directions.
1) diminating disparities in hedth datus, and 2)
bringing the community together on public
hedth gods. By coordinating and enhancing
collaboration among state, county, and
community agencies to further develop menta
hedth policy in Minnesota, MDH will ensure
that suicide prevention is a priority for the state
of Minnesota

C MDH will continue to seek input from the




suicide prevention ad hoc advisory group in
implementing the suicide prevention plan.

MDH recognizes the Department of Human
Services State Mentd Hedth Advisory Council
as avauable resource to these efforts and will
take leadership in enhancing collaboration with
this body to ensure appropriate linkages are
made as the plan isimplemented.

MDH will evauate the recommendetion of the
ad hoc advisory group to establish anew
gtatutorily-created Suicide Prevention Council
and dternatively consder adding suicide
prevention as a charge to existing state advisory
bodies.

MDH is reviewing 50 community hedth plans
recently submitted to MDH by dl of the
community hedlth boards to determine
community needs and priorities regarding
suicide and mental hedlth. For example, in their
2000-2003 Public Health Plan, Dakota County
ranked mentd hedlth as their county’s number
one hedlth problem, as determined by
community assessment. Information from the
50 plans will be utilized to inform MDH palicy,
budget, and technica assstance priorities.

MDH will ensure that any data practice
implications associated with implementing
suicide prevention strategies are identified and
addressed with appropriate stakeholders.

Through the continuing leadership of MDH, the
recommendations in this report will be
promoted through the work of the Minnesota
Children’s Cabinet, the Rural Hedth Advisory
Committee, the Maternd & Child Hedlth
Advisory Task Force, the Adolescent Hedlth
Action Plan, and others.

Specific examples of how MDH will pursue
these recommendations through other activities
indude:

1) The Minnesota Hedlth Improvement
Partnership (MHIP) will include suicide
prevention in its work to improve adolescent
hedlth care and to expand understanding of the
underlying conditions affecting hedth.

2) MDH will work with the Office of
Minority Hedth Advisory Group to understand
and respond to the indicated disparity of suicide
among American Indians.

3) MDH will recommend that the
governor’s SAFE council explore the
discontinuation of reporting suicide asacrime
datidtic.

4) MDH will advocate that menta hedlth
care availability and qudity be a priority for the
adminigtration’s 2001 hedth reform proposds.

5) Statewide and loca grantees of the
Tobacco and Y outh Risk Behaviors
Endowment will be encouraged to address
tobacco and other substance abuse as arisk
factor for developing a menta disorder (1999,
U.S. Public Hedlth Service).

6) MDH and the School Mental Hedlth
Partnership will work with the Minnesota
Department of Children, Families, &
Learning and the Coordinated School Hedlth
project to explore the development of
an integrated K-12 suicide prevention
program.

7) MDH will ask the State Community
Hedth Services Advisory Committee
(SCHSAC) to promote suicide prevention
awareness and education among locd public
hedlth policymakers and officids.

MDH will develop a plan to assess and
organize its resources to address public health




gods and drategies for menta hedth, including
suicide prevention.

MDH and the suicide prevention ad hoc
advisory group will continue to solicit input
from key stakeholders, gather information, build
relationships with minority and under
represented communities to address suicide
prevention, tap into exigting collaborations and
efforts addressing related issues, and network
with other state and nationa agencies and
experts working in suicide prevention.

The ad hoc advisory group will asss MDH in
developing a comprehengve implementation
plan, induding identifying and darifying the
roles of key stakeholders, developing
objectives for each strategy, and determining
costs associated with individual components of
the overdl plan. This plan will be consdered in
the MDH planning process for the next biennid
budget.

Because the 2000 legidative sesson isanon-
budget year, MDH will not be seeking
legidation to implement these recommendations
prior to the next biennid budget. And,
reflective of the governor’s emphasis on
ensuring government is limited

and accountable, pursuing this plan will not
exclusvely result in requests for additiona
government funding. We will chalenge
oursalves and our partners to re-focus and
better leverage exigting programs and activities.




Part 1l

Ad Hoc Advisory Group
Recommendations




Ad Hoc Advisory Group Recommended
Minnesota Suicide Prevention Strategies

The following Strategies are recommended by the
ad hoc advisory group. MDH will evaluate and
consder incluson of specific satutory and fiscal
requests relating to these recommendations for the
2001 legidative session.

These drategies reflect the combined efforts of
over 120 statewide contributors, guided by the 15
key recommendations in the Surgeon Generd’s
Cdl to Action to Prevent Suicide. Evidence-based
and prioritized by leading nationd experts, these 15
recommendations are categorized as Awar eness,

I ntervention, and M ethodology, or AIM :

Awareness. Appropriately broaden the
public's awareness of suicide and itsrisk
factors,

Intervention: Enhance services and
programs, both population-based and
cinicd care;

Methodology: Advance the science of
suicide prevention.

The strategies presented here provide a framework
for further collaboration, implementation, and
evauation of acomprehensive, ongoing state plan
to prevent suicide. Strategies are prioritized by the
group, in the order ligted, and the group’ s intentions
are that strategies be dependent upon staffing
cgpacity within MDH.  Each drategy, while unique
to Minnesota, corresponds to one of the AIM
categoriesin the Surgeon Generd’ s report:
Awareness, Intervention, and Methodology.

*  Preliminary cost estimates are provided,
include existing funds, and will berefined
in theimplementation planning effort.

PRIORITY ACTIVITIESNECESSARY TO

IMPLEMENT THE PLAN AND
STRATEGIES:

M ake suicide prevention a priority for
Minnesota and continue coor dination of
efforts.

MDH gtaff should continue to coordinate the
implementation of the suicide prevention planin
collaboration with assgned gaff from other Sate
departments and appropriate community advisory
bodies. In linewith the Surgeon Generd’s
recommendations, this effort should be delivered
through a primary prevention, public hedth
approach, with MDH staff designated to suicide
prevention to ensure continuity of these efforts.
Implementation of the plan should include a
statewide technica assstance conference for key
dekeholders. MDH will ensure that suicide
prevention is consdered a priority public heglth
issue for the state of Minnesota, especidly asit
reflects the goals of the MDH Strategic Directions.
*Fiscal impact fromall sources: $150,000
annually.

Enhance and for malize statewide collabor ation
of multiple stakeholders.

Egtablish by satute and staff, a satewide Suicide
Prevention Advisory Council, with members
gppointed by the Governor, to advise MDH and
other state agencies on the implementation of the
suicide prevention plan. Ensure representation
from grester Minnesota; minority populations;
suicide survivors, dinicians, dementary, secondary,
and higher education; menta health advocates;
consumers of hedlth and menta hedth services,
hedlth plans; older Minnesotans; youth; children’s
advocates, and government agencies. * Fiscal
impact fromall sources. $50,000 annually.

Each of thefollowing strategies must be
implemented through culture- and age-specific
approaches and include rigor ous evaluation
components.




AWARENESS STRATEGIES

Broaden statewide awareness and
outreach to reduce stigma and increase

help-seeking behaviors. Fiscal impact
fromall sources for strategies Awareness 1
through 5: *$1,500,000 annually.

Awareness-l.  Develop and promote the use of
common language, uniform terminology, and
consistent messages regarding suicide,
depression, menta illness, brain diseases,
Substance abuse, symptoms, warning Sgns, risk
factors, and hel p-seeking actions and behaviors of
those at risk and of community helpers and
“gatekeepers’ (who are in a position to identify
warning Sgns and make referrals). Determine and
utilize effective language and gpproaches to diverse
audiences.

Awareness-2.  In coordination with existing
statewide efforts (i.e. Minnesota Department of
Human Services), implement an ongoing,
coordinated multi-strategy, multi-media, and multi-
partner public awareness and anti-stigma
campaign, utilizing influential spokesper sons,
targeting high risk populations and "gatekegpers.™
Utilize common language, uniform terminology, and
consistent messages, as detailed above. Include
culture- and age-specific gpproaches. Ensurethe
campaign raises awareness of suicide asapublic
hedlth issue and that many suicides are preventable.

Awareness-3.  Establish partnershipswith
Minnesota media vendor s to promote increased
public service for suicide prevention. Cregte
public/private collaborations that

support and educate media vendors, associations,
reporters, advertisng vendors,

and entertainment industry about suicide, suicida
behavior, menta illness, substance abuse, and help-
seeking and promote the development of fair,
effective, accurate, and culturally-appropriate
media policies and practices.

Awareness4.  Eliminate thereporting of
suicideasa crime statistic. Report suicide as
public hedth data to reduce crimind sigma
associated with suicide and suicide behaviors.

Awareness-5.  Increase awareness and
education to state, county, and local
policymakersand officials on suicide, suicida
behavior, depression, mentd illness, brain disease,
and substance abuse and their impact on hedlth
care, socid service, education, law enforcement,
employment, and corrections systems.

Finance core community-based
programs. Securefunding to assure core
community-based programs to provide outreach,
advocacy, and education to populations at risk for
suicide and to provide education, training,
networking opportunities, and skill development in
communities and schools. Determine afair,
coordinated, and efficient way of financing
programs, including grants, funding of direct
services, and funding from public and priveate
sources. *Fiscal impact fromall sources for
strategies Awareness 6 and 7: $3,000,000
annually.

Awareness6.  Build community capacity to
provide outreach, advocacy, and education through
home- and community-based programsto high risk
populations who are socidly

and physicaly isolated (minority popul&tions, youth,
personsin correctiona programs, the ederly, and
persons who are gay, leshian, bisexud and
transgender). Ensure programming includes
symptoms of depression, substance abuse, mental
illness, and brain diseases, warning Sgns of suicide,
resource identification and use, hedlthy
coping and help-seeking behaviors.

Awareness-7.  ldentify community-based agencies
that can promote suicide prevention through their
networking, outreach, referra activities,
understanding of suicide, and ability




to reduce stigma. Facilitate networking and
referrals between these and other public, private,
and community-based mentd illness and substance
abuse prevention and trestment agencies.

INTERVENTION STRATEGIES

Study access to mental health care.
*Fiscal impact from all sourcesfor strategies
Intervention 1 through 4: $100,000 annually.

Intervention-1.  In coordination with existing
gudiesin Minnesota, study univer sal accessto,
cover age of, and related costs of adequate
mental health care. Study to include accessto
menta hedth consult within 24 hours of inpatient
admission; access to mentd hedth servicesin
correctiond programs and in other licensed
fadilities, including foster care; aftercare upon
discharge; assessment of the

effectiveness of the parity law and its limitations
given federa law, to access necessary medications
(i.e. co-pay costs, access to psychiatry). ldentify
gaps and barriers, develop collaborative strategies
to improve access and promote availability of
menta hedlth professonds, and prioritize
recommendations.

Intervention-2. Study the feasbility of extending
and expanding the senior drug program to cover
mental health medications, induding
psychotropic medications, for consumers with
DSM -1V diagnosed disabilities. Develop
recommendations.

Intervention-3.  Study impact of patients rights
laws on access to criss menta hedth care.
Develop recommendations addressing barriers.

Intervention-4. Study associated costs and
recommend adequate mental health
professional/student ratio in schools, colleges,
and universties

Promote education, training. skill
development in communities and
schools. *Fiscal impact fromall sources for
strategies Intervention 5 through 9: $250,000
annually.

Intervention-5. Study and develop a Statewide
K-12 prevention and intervention program,
including integrated curriculum, socidly and
culturdly responsive and emotiondly and physicdly
safe school policies and practices, community-
based resources and networks. Address trust-
building and confidentidity issues

between students and school staff. Ensure the
program provides for staff support to implement
identified protocols. Identify, utilize, and evauate
existing evidence-based materids and evauate new
program components. Ensure program
development includes input from minority
populations, greater Minnesota, youth, parents, and
representatives from high risk populations.

Intervention-6. Promote employee assistance
and wor kplace programs to support and refer
employees with mentd illness, depresson,
substance abuse behaviors, and brain

diseases in collaboration with employer and
professona associations, unions,

labor industry, and safety council.

Intervention-7. Develop and promote the
implementation of culturaly-specific and age-
appropriate patient education on suicide, suicida
behavior, depression, menta

illness, brain diseases, use of medications,
substance abuse, accessto letha

methods, referrals and hel p-seeking, asindicated.
|dentify, utilize, and evauate

existing evidence-based materids. Work with
employers of hedth professondsto ensure
adequate staff support to implement protocols.
Ensure development includes input from community
stakeholders, hedth care organizations and
subsidiaries.




Intervention-8.  Educate and promote the role of
natural community “helpers’ (clergy, spiritud
leaders and advisors, coaches, community business
people, community educetion, private
organizations, etc.) to support salf-preservation
ingtincts and encourage culture- and age-specific
help-seeking behaviors. Education to “ helpers’
should include the symptoms of depression, menta
illness, substance abuse, brain diseases, the warning
sggns of suicide, prevention skills, how to redtrict
access to letha methods, and how to make
effective referrals to culture- and age-specific
interventions and/or resources.

Intervention-9. Educate communities and

schools staff on the co-occurrence of substance
abuse with depresson, mentd illness, and brain
disease. Explain the relationship between impulsve
behaviorsin children and youth and accessto letha
methods. Provide examples of how to intervene.

Ensure professional training. Secure
funding for date departments, in consultation with
the Suicide Prevention Advisory Council, to assess
professond training needs and facilitate education,
professond training, cross-training, and networking
opportunities, including community-based criss
response teams. *Fiscal impact from all sources
for strategies Intervention 10 through 12:
$250,000 annually.

Intervention-10. Work with educationd ingtitutions
to include course work and curricula on
prevention, intervention, and screening for suicide,
suicida behavior, depresson mentd illness,
substance abuse, and

brain diseases (and their co-occurrence) in
education, hedth, menta hedlth, corrections, law
enforcement, socid services, clergy and other faith-
based professons’ associate and bacca aureate
programs. Course work to include trust-building
and confidentidity.

Intervention-11. Require and provide start-up funds
for Continuing Medical Education-, Clinical
Pastoral Education-, and other Continuing
Education-digible training, both

basic and advanced, on prevention, intervention,
screening for, and co-occurrence of, suicide,
suicida behavior, depresson, mentd illness, brain
diseases, and substance abuse for education,
hedlth, corrections, socia services, and
religious/spiritud professonds, including foster care
providers. Curriculato include trust-building and
confidentidity issues. Study and recommend date
Standards for education and

corrections.

Intervention-12. Work with professional
licensing, certifying and re-certifying, and

accr editing bodies to include education
requirements on prevention, intervention, and
screening for suicide, suicidal behavior, depression,
menta illness, brain diseases,

and substance abuse (and their co-occurrence).

Strengthen crisis response, "safety net,

and follow-up care, especially in
schools. *Fiscal impact from all sources for
strategies Intervention 13 through 14: $35,000
annually, assuming staff capacity.

Intervention-13. ldentify gaps, barriersto, and
costsfor basic suicide crigis, " safety net," and
follow-up services, especially in schools.
Provide recommendations to ensure trained suicide
crigs teams and networks in every community,
including schools, colleges, and universties. In
addition to requiring credentias of providers,
ensure providers receive adequate training
regarding suicide, suicide idegtion, and suicide
attempts (including correctiona and law
enforcement staff). Promote collaborations of
consumers, providers, families, and other
stakeholders to create comprehensive “ safety net”




of community response to people at high risk for
suicide.

Intervention-14. Strengthen emer gency services
requirements in the Comprehensve Menta
Hedlth Act (CMHA).

METHODOLOGY AND RESEARCH
STRATEGIES

Conduct a study of suicide in Minnesota.

Ensure and enhance state and community capeacity
to collect and utilize data necessary for andysis and
evauation of prevention efforts. Secure funding for
MDH to collaborate with federd, regiond, Sate,
county, and other local agenciesin conducting a
study of suicide and suicidd behaviorsin
Minnesota. *Fiscal impact from all sources for
strategies Methodology 1 through 3: $500,000
annually.

Methodology-1. Establish state capacity to
collaborate with federd, regiond, ate, county, and
other agenciesto collect, analyze, and report
Minnesota-specific data on suicide and suiciddl
behaviors (i.e. satewide inpatient, outpatient
coding of externd cause of injury on medica
records, including psychiatric hospitds;
follow-back studies). Include demographicaly-
specific data (regiond and community-specific),
data on those who are insured vs. uninsured,
suicide attempts post-hospitdization outcomes, and
associated costs of suicide and suicida behaviors
(hedlth, socid services, law enforcement, etc.).

Methodology-2. Conduct state interagency review
of all child suicides under age 15.

Methodology-3. Asnot al suicides are reported as
such, study suicide reporting practices and
make necessary recommendations.

Promote a Minnesota research agenda.
*Fiscal impact from all sources for strategy
Methodology 4: $125,000 annually.

Methodology-4. Identify Minnesota’s research
agenda; establish partnerships to promote
scholarships/felowships and provide technical
assistance to secure funds for research to
understand risk and protective factors related to
suicide, suicidal behaviors, effective prevention
programs, clinica trestments, and culturaly-
Specific interventions.

Restricting access to highly lethal
methods of suicide. *Fiscal impact fromall
sources for strategies Methodology 5 through 7:
$50,000 annually.

Methodology-5. Promote and enforce means
resrictions (i.e. safe storage of firearms,
medications, and toxic substances; use of trigger
locks, etc.).

Methodology-6. Educate the public, law

enfor cement, and judges on the Child Access
Protection (CAP) law, intended to hold adults
responsible for keeping firearms away from
children. Assess effectiveness of the law and
develop recommendations.

Methodology-7. Study policies of public and
private licensed ingtitutional care, induding
foster care and jails, regarding suicide prevention
and intervention practices and access

to methods to commit suicide. Provide
recommendations.

10




Part 11l

Supporting Documents




References

Centersfor Disease Control and Prevention (CDC) (1999). Suicide prevention among
active duty Air Force personnel - United States, 1990-1999. MMWR
(Morbidity and Mortality Weekly Report), 48(46); 1053-1057.
Superintendent of Documents, U.S. Government Printing Office, Washington,
DC 20402-9371

Minnesota Department of Health (1999). 1992-1998 Desgth Certificates, Minnesota
Center for Hedth Statistics, Minnesota Department of Hedlth.

Minnesota Department of Health (1998). Hedthy Minnesotans Public Hedlth
Improvement Goa's 2004, Divison of Community Hedlth Services,
Minnesota Department of Hedlth.

Minnesota Department of Hedlth & The Minnesota Hospitd and Hedlthcare
Partnership (April 1999). Hospitdized Injury in Minnesota: Residents of the
Seven-County Metropalitan Area; Incidence, Outcomes and Causes, April
1997-March 1998. Injury and Violence Prevention Unit, Minnesota
Depatment of Hedlth.

U.S. Public Hedlth Service (1999). The Surgeon Generd’s Cdl to Action to Prevent
Suicide. U.S. Public Hedlth Service, Washington, DC.

U.S. Public Hedlth Service (1999). Mentd Hedth: A Report of the Surgeon Generd.
U.S. Public Hedlth Service, Washington, DC.




10 Leading Causes of Deaths by Age Group
Minnesota 1993-1997

Rank <1
1 Congenital
Anomalies Injury
574 155
2 SIDS
349 Anom

66

Unintentional

Congenital

Unintentional
Injury
121

Injury
151

Cancer
38

alies

Unintentional

Other Perinata

Conditio
196

ns 41

Cancer

Cancer
37

Congenital
Anomalies
17

Unintentional
Injury
1,027

Homicide
227

Unintentional

Injury
895

Cancer
378

35-44

45-54

55-64

65+

All ages
combined

Cancer
1,255

Unintentio
Injury
875

Heart Dise
840

Cancer
3,244

Cancer
6,402

Heart Disease
44,735

Heart Disease
52,035

Heart Disease
2,064

nal

Unintentional
Injury
631

ase

Heart Disease | Cancer Cancer
4,035 31,685 43,192
Chronic Obstr.| Stroke Stroke

Pulmonary Dis] 13,902 15,035

628

4 Short Gest./ Lojiglelagifeife[=} Heart Disease | Congenital Cancer AIDS/HIV Stroke Chronic Obstr. Chronic Obstr
Birthwt. 23 9 Anomalies 112 283 344 588 Pulmonary Dis. | Pulmonary Dij
175 19 7,338 8,179

5 Maternal Pneumonia &jMglelaaileile[:} Homicide Heart Disease | Heart Disease | AIDS/HIV (LIl ChldlesleEIM Pneumonia & Unintentional
Complications | Influenza 9 18 64 222 456 Injury Influenza Injury
179 16 491 6,676 8,141

6 Placental Heart Diseasq Pneumonia & | Heart Disease Congenital Homicide Cirrhosis Cirrhosis Diabetes Diabetes Pneumonia &
Complicationst 14 Influenza 13 Anomalies 203 186 277 471 3,735 Influenza
110 5 37 7,057

7 Respiratory Septicemia Septicemia Stroke Stroke Stroke Homicide Diabetes Cirrhosis Unintentional Diabetes
Distress 4 3 6 20 49 148 240 309 Injury 4,638
64 3,732

8 Unintentional ESjigel] Stroke Pneumonia & Chronic Obstr.| Diabetes Diabetes AIDS/HIV Nephritis
Injury 4 2 Influenza Pulmonary Dis| 44 141 158 1,866
63 14

9 Perinatal Perinatal AIDS/HIV Chronic Obstc. | AIDS/HIV Congenital Stroke Chronic Obstr.] Pneumonia & | Atherosclerosisf Nephritis
Infections Conditions 1 Pulmonary Dis.| 12 Anomalies 120 Pulmonary Dig} Influenza 1,342 2,018
58 4 5 39 139 150

10 Heart Disease | AIDS/HIV** Benign Septicemia**** | Pneumonia & | Pneumonia & | Pneumonia & | Pneumonia & | Nephritis Septicemia Atheroscleros|f
39 3 Neoplasms*** Influenza Influenza Influenza Influenza 77 882 1,409

1 12 29 67 96

* Includes cord and membrane complications

Minnesota Department of Health
Source: Minnesota Death Certificates

** Other causes resulting in 3 deaths for this age group: benign neoplasms

*** Other causes resulting inl1 death for this age group: chronic obstructive pulmonary disease, cirrhosis, nephritis, perinatal conditions

**** Other causes resulting in 1 death for this age group: benign neoplasms, nephritis, perinatal conditions
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Age-adjusted rate* per 100,000
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Suicidein Minnesota

1993 1994 1995

* - Rate adjusted to the 1940 standard U.S. population.

Minnesota Residents

1992 1993 1994 1995

111 10.6 10.3 10.8
511 498 488 519




Minnesota Suicide Rate by Race/Ethnicity

|11.3
White 10.4
9.2
[01990-1992
| 105 [0 1993-1995
Asian 8.1 W 1996-1998
94
|10.7
African American 10.3
10.5
|19.8
American Indian 18.8
19.5
| 111
Latino/Hispanic 57
10.6
0.0 50 10.0 15.0 20.0 25.0

Age-adjusted rate* per 100,000 population

1990 to 1992 1993 to 1995 1996 to 1998

N Rate N Rate N Rate
White 1476 11.3 1420 104 1283 9.2
Asian 21 10.5 21 8.1 26 9.4
African American 29 10.7 33 10.3 35 10.5
American Indian 30 19.8 29 18.8 30 195
Latino/Hispanic 18 111 11 5.7 22 106

* - Rate adjusted to the 1940 standard U.S. population




Suicide Prevention Strategies:
Healthy Minnesotans: Public Health | mprovement Goals 2004

Examples of Strategies & Organizationd Roles

The list below represents a sampling of dtrategies that can be used to work on this public health problem. Organizations that may play arole in the implementation
of aparticular Srategy are indicated.

Category: VIOLENCE

Problem: Suicide

Organizations with Potential Collabor ative Roles

Governmental Public
Health Agencies

Health Plans

Hospitals & Clinics

Educational
Systems

Community-based
Organizations

Business/
Work Sites

Other

Educate professionalsand
the community to recognize
suicidal ideation and
behaviorsin adolescents
and adults, torespond
appropriately, and to make
referralsfor treatment and
necessary supports

Counseling
Centers, Social
Services, Faith
Communities

Facilitate accesstocrisis
and mental and chemical
health programsand
support services

Callect and analyze data to
inform interventions,
policies, and the community




Governmental Public
Health Agencies

Health Plans

Hospitals &
Clinics

Educational
Systems

Community-based
Organizations

Business/
Work Sites

Other

Promotereational
models, specificto
cultureand sexual
preference, of
attachment, self-
efficacy, community
connectedness, and
healthy coping

Promote and enforce
meansrestrictions,
including limiting
accessto firearms,
promoting safe storage
of firearms, and
encour aging use of
trigger locks

Law Enforcement

Assess (including self
assessments) families,
communities, and
systemsand build upon
those strengthsto
addressrisksfor
suicide and suicide
attempts




Ad Hoc Advisory Group

List includes symposium participants and speakers,
focus groups, telephone consultations,
and written contributions.
_J Denotes significant contributions.
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